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Abstract 
Indonesia  has  one  of  the  fastest  growing,  former  or  currently  Injecting  Drugs  User  (IDU)-driven,  HIV  epidemics  in  Asia.  
Coverage of needle syringe programs (NSP), opioid substitution therapy (OST) and anti-retroviral treatment (ART) is increasing, 
but still low, while professional training in addiction medicine is not yet established. Urgent development and scaling-up of 
professional capacity in comprehensive, evidence-based addiction medicine is needed. In this article the results of the first steps 
in the development of a national addiction medicine curriculum are presented: taking the an initiative to collaborate with the 
organizers of the Dutch Master course in Addiction Medicine, development of a training need assessment (TNA) and the first 
draft of training modules.
Keywords: Indonesia, competence-based, addiction medicine, evidence-based Ehtical clearance: not applicable for this workshop-based  
organisations research 
1. Introduction 
       In Eastern Europe and Asia, IDU is the biggest contributor to the expansion of the Human Immunodeficiency 
Virus (HIV) epidemic. In recent years the HIV prevalence in Asian countries like Thailand, Cambodia and 
Myanmar has declined. However, Indonesia has one of the fastest growing epidemics in Asia (National AIDS 
Control Commission, 2007; UNGASS Republic of Indonesia, 2008) (UNAIDS, 2008). Approximately 1.5% of 
Indonesia's total population (of 220 million people) is injecting drugs (Family Health International (FHI), 2004). In 
2004, 1195 HIV cases were registered at national level, by the end of 2008 up to 11.140, while currently there are 
around 360.000 persons (2009 range 200,000-460,000) living with HIV (PLWH) and in need of health care 
(UNAIDS, 2010). The groups most affected in Indonesia are people having a history of injecting drug uses (IDU) 
and sex workers (SW). In Indonesian urban areas,  
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HIV-transmission through needle sharing showed an eightfold increase from 1997 to 2003 and the HIV prevalence 
among IDU rose to 41% in 2000, 48% in 2001 and currently stands at 52,4% (Pisani, Garnett et al., 2003, UNGASS 
Republic of Indonesia, 2010). HIV prevalence rates of HIV among different IDU subpopulations in Jakarta ranges 
from  18%  to  over  90%  and  unsafe  injecting  practices  are  estimated  to  account  for  over  75%  of  all  new  HIV  
infections (Pisani, Dadun, Sucahya, Kamil, & Jazan, 2003; Pisani, Lazzari, Walker &,Schwartlander, 2003; Saidel et 
al., 2003). In a cohort of over 1200 patients in Bandung, 80% reported a history of IDU. Around 25% of IDU in 
Bandung and Jakarta and on Bali Island reported to have engaged in unprotected sex with SW in the previous year. 
As  a  result  the  Indonesian  HIV epidemic  among IDU has  a  strong potential  to  spread to  the  wider  non-injecting  
population through SW contacts (Pisani, Dadun et al., 2003). In the last decade, evidence-based interventions to 
avoid HIV transmission are developed, such as NSP, OST and residential addiction treatment. Effective 
interventions should focus on the comprehensive prevention and treatment of addiction and HIV/AIDS, however 
coverage of addiction and ARV services for IDU in Indonesia is low: currently about 30% of the Indonesian IDU 
make use of a NSP program and 1% of the IDU are covered by OST programs. Only 6% of the HIV+ IDU received 
anti- retroviral treatment (ART) (Mathers et al., 2010) (UNAIDS, 2010). Currently there are about 181 NSP and 40 
OST programs (Mboi, 2010). Exact data on the numbers of residential treatment centers and specific treatment 
methods are not yet available, but it is estimated that there are about 25 treatment centers mostly using the 
Minnesota 12 steps addiction treatment program approach. Some faith-based organizations offer residential 
addiction treatment in which Koran citation, isolation and cold showers are the main ingredients of the treatment. 
There are only a few peer-based narcotic anonymous (NA) groups running in Indonesia. Only in the last four years 
comprehensive treatment programs such as IMPACT (Integrated Management of Prevention and Control and 
Treatment of HIV/AIDS) are being developed. In IMPACT, biomedical, public health and social-behavioral 
expertise is used for educational programs for adolescents, scaling-up HIV-testing and addiction and HIV/AIDS 
care strategies at hospital and community level and in the drugs prison. IMPACT aims to strengthen the capacity of 
institutions as well as individual professional capacity related to HIV/AIDS and opportunistic infections 
(Alisjahbana et al., 2009). 
 In Indonesia, addiction medicine is not yet recognized as a medical (sub-) specialism and there is neither an 
addiction medicine curriculum nor formal addiction medicine training available. Currently there are about 200 
professionals working in addiction care of which, according to a 2008 survey, about 17% never ever received 
training on addiction. Most of these addiction care professionals only received a short training in OST (consisting of 
a few days training in methadone and buprenorphine prescription and dispensing) and/or NSP program 
management. Only 30% of all Indonesian addiction professionals consider addiction a brain disease while about 
70% consider faith-based and long-term residential treatments to be the most appropriate treatment modalities 
(Sarasvita, 2010). It can be concluded that very few health professionals are trained in comprehensive and evidence-
based addiction treatment. Therefore professionals working with IDU and HIV patients in the Bandung, West Java-
based IMPACT, the Padjadjaran University department of the psychiatric department and the Dr. Hasan Sadikin 
Hospital (RSHS) took the initiative to form The Bandung Addiction Group. This group is strongly motivated to take 
the lead in the development of an Indonesian evidence- and competencies-based addiction medicine course. It was 
concluded that an urgent development and scaling-up of professional capacity in comprehensive, evidence-based 
addiction medicine is needed and should be based on state-of-the art theories on medical education. Curriculum 
development is a process covering the following steps: 1. Defining the begin situation: from what situation are you 
starting the training 2. Formulation of competencies and objectives: where do you want to be at the end of the 
training. 3. Definition of the learning situation: how do the learners learn (learning content, format/methods, 
material, activities), implementation and evaluation of the learning process (step 4 and 5) In this article the 
development of a national addiction curriculum is described, especially the first two steps.   
2. Educational background 
In order to train medical professionals to perform their professional activity adequately, the concept of 
competence-based training approaches was developed in the US and Canada in the last decade. Adequate 
competencies for medical doctors are developed by the Canadian Medical Associations’ CanMEDS 2005 project 
and are described for instance by the American Board of Addiction Medicine (ABAM), the Dutch Society for 
Addiction Medicine (DSAM) ("ABAM Core competencies for addiction medicine," 2009; Scheiber, Kramer, & 
Adamowski, 2003), the Dutch Society of Psychiatry and Profile for Psychiatrist and the Accreditation Council for 
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Graduate Medical Education (ACGM, 2010, NVVP, 2005; VVGN, 2008). These competencies together with the 
notion that Evidence-based Medicine (EBM) as learning method are the cornerstones for the Dutch master degree 
course in addiction medicine (MiAM) (De Jong, Luycks &Delicat, 2001). The Bandung Group envisions an 
Indonesian evidence-and competence-based addiction medicine curriculum, which is both tailor-made and context 
specific but also builds on international accepted standards and competencies. A training program should focus on 
the integration of theoretical knowledge, practical skills and personal characteristics by the trainees in their own 
clinical and socio-cultural context.   
3. Method 
3.1. Participating professionals  
To check whether the initiative to develop an Indonesian evidence-based addiction medicine course was shared 
and supported by other Indonesian colleague-addiction care professionals, the Bandung Addiction Group called for 
the formation of a national addiction study group and organized a consensus meeting in Surabaya on April 1, 2010. 
Thirteen handpicked high-ranking representatives from national addiction treatment centres, professional 
organizations and academic training professionals joined this meeting. During this consensus meeting all 
participants decided to continue as the Indonesian Addiction Study Group and to support the efforts to develop a 
national short-course on evidence- and competency-based addiction medicine. A follow-up two day workshop on 
21-22 April 2010 was organized in Bandung to discuss in a wider group of addiction care professionals, aspects 
such as the content of the addiction medicine course, duration, resource persons for theoretical courses and practical 
teaching, the integration of theoretical knowledge and practical skills in the context of clinical practice, legal aspects 
and certification & quality control. An important thing to do during this meeting was to determine which 
competencies, needs were regarded as to be the focus of the short course by asking all participants to fill in a 
training need assessment (TNA) and to make up the first draft of the training modules. 
3.2. The Training Need Assessment (TNA) instrument 
The TNA consists of three domains and is modeled on the NIDA training needs assessment on the interface of 
addiction medicine and pain treatment with controlled substance (NIDA, 2010). During the first meeting a long list 
of competencies was made up and these were reduced to 30 questions that cover three professional domains: the 
professionals skill of an addiction care specialist to assess substance use patients (1), to start treatment (2) and to 
maintain treatment of patients with a substance use disorder (3) (table 1). The answers in the TNA are formatted in a 
5-points Likert scale: not at all proficient, slightly proficient, adequate, fairly proficient and extremely proficient. 
The questionnaire concludes with a table in which the respondents are requested to score the 10 most important 
competencies for the Indonesian short-course competence-based addiction medicine curriculum. 
3.3 Procedure  
The questionnaire was drawn up and pretested on feasibility by 5 Bandung addiction care professionals. During 
the first half hour of the second workshop day, all participants were requested to fill in the TNA questionnaire. Data 
were analyzed in a descriptive way using SPSS version 16.  
3.4. Results  
The first results of this TNA were presented directly to the participants on the second workshop day, and used as 
input to develop consensus on the key competencies to be included in the Indonesian addiction medicine short-
course and the formation of comprehensive training modules. 31 participants attended the conference. The 
characteristics of the 27 participant filling in the TNA questionnaire were: highly educated, more than half of them 
are older than 40 years, about 60% is a medical doctor, but only 10 out of 27 has experience in the field of addiction 
care.  The 30 items in the TNA questionnaire proved to be judged all as fairly reliable proficient with a range of the 
mean from 3.4 (‘Assessing substance use problems by a physical examination’ and ‘Starting maintenance and 
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substitution treatment’) to 4.0 (‘Assessing substance use problems by taking a patients history’ and  ‘Explaining 
diagnosis, prevention and treatment plan to the patient’) (Kolmogorov, Smirnov 1 sample test). Table 1 gives an 
overview of frequencies, ranking and mean scores on the 30 addiction competencies (See table 1 below) 
4. Discussion:  first steps towards Short Course in Addiction Medicine 
Based on above-mentioned ranking results of the addiction professional competencies on the second day of 
the two-day conference, it was decided that the comprehensive professional training course should include 7 
theoretical modules: General Introduction including history of addiction and addiction care, co-occurring disorders 
and legal aspects (1), Basic concepts of Addiction including different aspects of the Bio-Psycho-Social model (2), 
Psycho-pharmacological characteristics and neurobiology of psychoactive substances (3), Clinical features, 
assessment and diagnosis (4), Management of treatment (5), Addiction Care Skills, including behavioural and 
technical competencies (6) and Monitoring, evaluation and research (7). After the conference on the TNA, the 
results  were  written  down  in  the  first  drafts  of  the  training  modules  in  a  format  in  which  competencies  are  well  
defined. ("ABAM Core competencies for addiction medicine," 2009). 
Table 1. Professional skills according to the Training Need Assessment (frequencies, ranking of the 10 most important skills and means)
This process took several months. The results were discussed in a follow-up conference of the Indonesian 
Addiction Group in November 2009. Several amendments were made focusing on the scientific character of the 
course and the psychosocial components of the training, such as conversational skills and aspects of public health. It 
proved to be essential that the course should include theoretical courses on the above-mentioned themes but should 
be combined with proper supervised training in clinical practice. Therefore it was concluded that the lecturers and 
Professional skill N (%) Rank Mean (SD) 
Assessment and diagnosis
1. Selecting appropriate screening/assessment tools for substance use 18 (68) 3 3.8 (1.1) 
2. Screening risk of substance use problems 15 (56) 5 3.9 (0.9) 
3. Assessing substance use problems by taking a patients history 20 (74) 2 4.0 (0.8) 
4. Assessing substance use problems by a physical examination  9 (33) 3.4 (0.7) 
5. Selecting appropriate diagnostic lab. test 4 (15) 3.5 (0.8) 
6. Interpreting substance use by screening, assessment, lab results 16 (59) 4 3.8 (0.8) 
7.  Using evidence-based approach in assessment   8 (30) 3.8 (0.6) 
Starting Treatment
8. Formulating a SUD diagnose according to DSM-IV 12 (44) 9 3.9 (0.6) 
9. Explaining diagnosis, prevention and treatment plan to the patient  20 (74) 1 4.0 (1.0) 
10. Developing a written treatment plan 13 (48) 8 3.8 (0.8) 
11. Selecting indicated initial treatment medications 15 (56) 6 3.9 (0.8) 
12. Starting maintenance and substitution treatment  7 (26) 3.4 (0.8) 
13. Providing general medical and social care to addiction patient  5 (19) 3.5 (0.7) 
14. Using evidence-based and up to date approach in treatment   8 (30) 3.7 (0.8) 
15. Using motivational techniques to support adherence to treatment 10 (37) 10 3.9 (0.8) 
16. Using basic psychosocial strategies to support recovery   9 (33) 3.8 (0.8) 
17. Consulting other medical professionals  2 (7) 3.7 (0.7) 
18. Consulting NON- medical professionals  2 (7) 3.6 (0.7) 
Managing Treatment
19. Selecting indicated maintenance and treatment medications  6 (22) 3.5 (0.9) 
20. Managing intoxication  9 (33) 3.8 (0.8) 
21. Managing withdrawal 13 (48) 7 3.8 (0.8) 
22. Managing craving  9 (33) 3.8 (0.7) 
23. Managing overdoses   6 (22) 3.9 (0.8) 
24. Managing medical emergencies  5 (19) 3.9 (0.8) 
25. Monitoring substance use patients for relapse during treatment  6 (22) 3.7 (0.8) 
26. Using groups interventions effectively 2 (7) 3.6 (0.8) 
27. Collaborating with other medical professionals          5 3.7 (0.8) 
28. Collaborating with NON- medical professionals          6 3.6 (0.8) 
29. Distinguishing SUD co-occurring psychiatric disorders          4 3.6 (0.8) 
30. Addressing additional psychological and psychiatric problems          5 3.6 (0.8) 
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supervisors of the near future should not only be properly trained in all aspects of addiction medicine, but also in 
teaching competencies. It was recognised by the participants that there are only a few specialists in addiction 
medicine in Indonesia, which is also reflected by the low number of participants with a reasonable experience in the 
field. Those who have experience are not formally trained but have learnt to do the job without coaching or 
attending comprehensive courses. This means that if a training in Indonesia has to be developed the first thing to do 
is to develop a train-the-trainer course for the future theoretical and clinical teachers. Therefore the Indonesian Short 
Course in Addiction Medicine (ISCAM) is planned in the first part of 2011 for a core group in which these two 
aims are combined. For both, collaboration is promised by the Dutch Master in Addiction Medicine by means of 
providing expertise and trainers for the ISCAM. The final problem that has to be solved is the one that has to do 
with the distance of the future trainees to a central training centre. Contrary to the Netherlands the distances are such 
that trainees cannot come to the training centre weekly. Therefore collaboration is promised by the Radboud 
University to develop a distant learning method to solve this problem. 
5. Conclusions 
In Indonesia, professional addiction care is barely developed, which also counts for addiction medicine. However 
having one of the fastest growing IDU-driven HIV epidemics in Asia, creates a sense of urgency and strong 
consensus among Indonesian addiction care professionals to move fast and effective in the development of a 
national evidence- and competency-based medical addiction training curriculum. The results of the TNA during a 
conference organised by the Indonesian Addiction Study Group pointed out that the 30 professionals skills derived 
from an earlier meeting of this group are all judged as important targets for a future training course. The ranking 
procedure pointed out that the most important skills to be trained are in the domains that are necessary to make a 
proper diagnosis and a careful start of the treatment of patient with a substance use disorder. We think this also 
reflects the very early stage the development of addiction medicine is in.   
It is not surprising that during the conference in November 2010 it was acknowledged that for scaling up training 
in Indonesia, a core group of highly educated and regarded professionals is needed first, which will be capable of 
providing competent theoretical and clinical teachers. A relatively short course should train this core group in state-
of-the art Addiction Medicine as well as in teaching competencies. This nationwide group should take the lead in the 
Indonesian Master in Addiction Medicine. It was therefore agreed upon that the next step would be to develop such 
a course based on the seven formulated modules.  
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